The first reported case of dysgonic fermenter 3 (DF-3) associated with clinical infection, diarrhea in an immunodeficient host, was recently published (4) . We describe a case of bacteremia in a leukemic patient with a perianal defect.
A 24-year-old male with relapsed acute lymphocytic leukemia received vigorous chemotherapy and spinal irradiation, leaving him profoundly neutropenic for 6 weeks preceding his presentation with an unusual bacteremia. During this period, he had episodes of polymicrobial bacteremias (Escherichia coli, Klebsiella pneumoniae, Clostridium tertium, Enterococcus spp., and Pseudomonas aeruginosa) and persistent problems with decubitus ulcers, stool incontinence, and an anal fissure. He remained on various broadspectrum antimicrobial regimens for most of his neutropenic course. Five weeks into his granulocytopenic course, after a 3-week hiatus of fevers, he developed low-grade temperatures (100 to 101°F [37.8 to 39.3°C]), a worsened decubitus ulcer, two blood-oozing anal fissures, persistent watery incontinent stool, and mental status changes. His antibiotic regimen at this time included imipenem, 1 g every 6 h; tobramycin, 100 mg every 8 h; clindamycin, 500 mg every 6 h; and ketoconazole. Pertinent physical examination revealed a II/VI systolic flow murmur, a nontender abdomen with active bowel sounds, prominent splenomegaly, poor anal sphincter tone, a large perianal decubitus ulcer appearing contiguous with rectal mucosa, and two anal fissures; no fluctuance or mass was palpable.
Laboratory data showed a leukocyte count of 100/mm3 (100% lymphocytes), hematocrit of 22 g/100 ml, and a platelet count of 16,000/mm3. Stool for enteric bacterial pathogens, Campylobacter species, ova and parasites, and Clostridium difficile toxin were repeatedly negative. Pelvic computerized tomography did not suggest a perirectal abscess; an echocardiogram showed normal heart valves. On day 3 of incubation, multiple aerobic and anaerobic blood culture bottles were determined to be positive radiometrically (BACTEC 460, 6B and 7D bottles; Johnston Laboratories, Inc.). Gram stain of the blood culture revealed a coccobacillary gram-negative rod (Fig. 1 ). For 8 consecutive days, the patient had a persistent bacteremia despite imipenem, tobramycin, vancomycin, and clindamycin. At this time, intravenous trimethoprim-sulfamethoxazole (160 mg of trimethoprim every 6 h) was initiated; within 24 h, blood cultures were sterile and remained so until the patient's * Corresponding author.
demise 5 days later with systemic aspergillosis. Autopsy was unrevealing of acute bacterial infection including multipletissue Gram stains and postmortem cultures of spleen, lung, endocardium, kidneys, brain, and bone marrow, although a perirectal defect was noted.
Subculture of anaerobic and aerobic blood culture vials yielded pinpoint whitish grey colonies on chocolate and blood agar (GIBCO Laboratories) at 24 h which somewhat coalesced after 48 h of growth at 35°C (Fig. 2) . No growth was noted on MacConkey agar (Walter Reed Army Medical Center [WRAMC]). A distinctive aromatic, sweet, sialagogic odor was produced by this isolate. As part of the evaluation, this organism was grown on brain heart infusion agar (WRAMC) with X and V factors. Growth was noted around X and XV (Fig. 3) , suggesting a growth factor dependency for heme. This nonmotile organism was catalase and oxidase negative; fermented glucose, maltose, sucrose, and lactose but not xylose; did not produce indole or reduce nitrate; hydrolyzed esculin; and produced acid on the slant and in the butt of triple sugar iron agar. Due to the fastidious nature of the organism, fermentation reactions were obtained by the rapid sugar method and by supplementing conventional media (WRAMC) with 1 to 2 drops of rabbit sera per 3 ml of media. The gram-negative rod was identified as Centers for (4) . In our patient this resistant organism probably was selected for by prolonged broad-spectrum antibiotic use FIG. 3 . DF-3 growth on brain heart infusion agar at 24 h with X and V factors. 
